clearly, for example, in this latter respect it was impor tant to record details of availability of and access to food. of 15â€"64%, most agreed that the range is probably 40â€"50%(e.g. Day, 1985; Lund, 1985) . In other respects, and particularly phenomenologically, the psychiatric disorders in our sample were consistent with those of other studies (e.g. Day, 1985; Lund, 1986). The two schizophrenic subjects experienced both auditory and visual hallucinations, neither was epileptic, and they held simple and vivid paranoid delusions. The depressed group was characterised by lethargy, apathy, inability to enjoy activities and, in five of the verbal cases, recent suicidal talk. It was striking to find four adults with a diagnosis of hyperkinetic syndrome. This is a group which requires further study. The low prevalence of neurosis is consistent with other studies (e.g. Corbett,
andtimespentsearching for food,aswellasthe tendency to eat allsweetfoodpresented to them.Non-foodpicawas uncommon, evenamongthe autisticsubjects.
Eating disorders such as anorexia and bulimia nervosa have been studied extensively in psychiatric patients and in the general population. Recent research has also found that deviant eating behaviour is common in adults with dementia (Hope eta!, 1989;  Morris et a !, 1989 1988).These studiessuggestthat pica is more common in mentally handicapped children, in those in institutional placements (McLoughlin, 1987) and in autistic subjects (Kinnell, 1985) . There is als pica and associated deviant eating such as â€˜¿ food pica' (McLoughlin, 1987) clearly, for example, in this latter respect it was impor tant to record details of availability of and access to food. remaining subjects from the other two settings were matched with the autistic subjects in terms of their dependency. The house specialising in autism was included because previous reports had suggested that deviant eating, in particular pica, might be common in autistic subjects (Kinnell, 1985) . We did not find this in our study. Interestingly, Kinnell's data were retrospective, whereas our data refer to the immediate 28-day period, and is thus a good indicator or the individual's present state. However, our autistic subjects did score highly on the â€˜¿ searching for food' item. It is possible that this food searching behaviour in autistic adults may be an adult counterpart of pica as reported in autistic children (McLoughlin, 1987) . The higher level (80%) of psychiatric disorder we found compared to other studies is probably an artefact of our small and biased sample. For, while researchers have previously reported prevalences of psychiatric disorder in mentally-handicapped people of 15â€"64%, most agreed that the range is probably 40â€"50%(e.g. Day, 1985; Lund, 1985) . In other respects, and particularly phenomenologically, the psychiatric disorders in our sample were consistent with those of other studies (e.g. Day, 1985; Lund, 1986) . The two schizophrenic subjects experienced both auditory and visual hallucinations, neither was epileptic, and they held simple and vivid paranoid delusions. The depressed group was characterised by lethargy, apathy, inability to enjoy activities and, in five of the verbal cases, recent suicidal talk. It was striking to find four adults with a diagnosis of hyperkinetic syndrome. This is a group which requires further study. The low prevalence of neurosis is consistent with other studies (e.g. Corbett,
1979).
It was striking to find a pattern of overeating in sampleof depressed patients, 66% had decreased appetite while only 14% had increased appetite. This compares to 50% of our small, highly selected, mentally-handicapped subjects who showed this pattern of overeating. There are at least three possible explanations of our fmdings. First of all, severe behaviour problems of many types are known to occur in mentally handicapped people when they are not adequately stimulated and involved in appropriate activities.
Psychiatric assessments were made using a semistructured clinical interview which in turn was used to make clinical psychiatric diagnoses according to ICDâ€"9.This interview wasbasedon thatdevelopedby Gillberg(1986)for usein mentally handicapped young adults, and takes approxi mately20â€"30 mm to administer.The psychiatricdiagnoses weremadeby one of the authors (GO'B)whois a specialist psychiatrist in mental handicap, as previous reports indicate that, while psychiatric diagnoses are both possible and appropriate in mentally handicapped people with behaviour disorders these diagnoses require specialist orientation (Day, 1985) .
Resufts
TableI showsthenumbersof subjectswithextremescores on the principal eating behaviours considered. Here, eating â€˜¿ more' refersto peoplewhohabitually ateat leastone-and a-half times as much as any normal person might be expected to in any circumstance; a â€˜¿ different' choice of foods refers to people whose choice of food is clearly and habitually either towards or away from the foods detailed in Table I ; â€˜¿ searching for food' refers to people who are constantly looking for food, and who try locked doors etc. to fmd it; the â€˜¿ abundance' item refers to people who ate all of the type of food in question, e.g. sweet food, which was placed in front of them or was available to them. inappropriatefood', which correspondsto food pica (McLoughlin, 1987) , seven individuals scored positively, but these were widely distributedover all of the diagnostic groups.
Otherdataconcerning eatingbehavioursuchas physical
The autistic subjects showed an excess of â€˜¿ searching for food'. Interestingly,only two casesof non-food pica were found.All othersignificantfindingswerein thedepressed group of subjects, who showed an excess of eating substantially more food, choosing sweet foods, searching for food, and scoring on the â€˜¿ abundance' factor for sweet foods, whencompared with those who had no psychiatric disorder. The data were also analysed with respect to a number of other important clinical variables including age, sex, use of anticonvulsant medication, antidepressant medication and psychotropic medication, physical illness and motor disability. None of these variables or com bination of variables(e.g. by consideringsubjectswho were taking major transquillisersand/or antidepressant medi cation (n=11) which both might promoteappetitefor carbohydrate or sweet food) accounted for the findings in respect of the depressed subjects.
Discussion
These subjects were not selected to be representative of all mentally handicapped people. One of the houses specialised in dealing with autistic people (these need close and careful supervision) and the
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We feel that this is unlikely to explain our findings since this alone cannot explain how the findings have arisen with respect to depression. A second more plausible theory is that we have found a group of mild, but significantly depressed individuals. This is in line with Paykel (1977) who showed that overeating is more common in mildly depressed subjects. However, whereas Paykel reported that depressed women of normal intelligence were more likely to overeat than men, our study did not show any such sex difference. A third possibility, not mutually exclusive from the second, is that some biological dysfunction may underlie the lack of sateity which our depressed subjects showed towards carbohydrate food. Interestingly, this has now also been discussed with respect to a similar pattern of insatiable overeating in elderly demented adults (Hope et a!, 1989; Morris et a!, 1989).
In conclusion, while pica was uncommon in the mentally handicapped adults in our study, a pattern of carbohydrateovereatingwas more common among those subjects with depression. These fmdings, if re peated in a larger epidemiological study (now in progress in Cambridge) suggest that overeating may be more common in the depressed mentally handicapped adult than in the adult of normal intelligence who is depressed.
